cross-bars, does materially help in graft cutting. It locks automatically and avoids that "bellying" of the underlying tissues which is often so troublesome.
V. P. Blair employs a metal box attached to a suction apparatus, and this, when suitably lubricated and drawn along the surface, draws up the skin in a flat line in front of the knife. Neither of these devices provides automatic knife action, and practice with the knife and patience are still required.
The late Mr. R. Lane Joynt, F.R.C.S., of Dublin, an expert'craftsman in metals, designed an instrument which provides both flat surface and automatic cutting (Fig. 2) . The principle is that employed in leather splitting, the knife edge following a roller and being adjustable for wide variation in thickness of graft. This instrument works perfectly so long as the knife is kept sharp and the moving parts are given reasonable care and attention. My sole objections to it are that its cost is high and that the need for insertion of subcutaneous plates makes of graft-cutting a major instead of a minor operation.
I have recently seen and handled a new apparatus designed by Mr. G. Humby, working on somewhat similar lines but in which the need for subcutaneous plates is avoided by the strapping of a frame to the limb (Fig. 3 Care should be taken in using the suction apparatus lest undue traction is made on orbital fat, for it is desirable that this should be disturbed as little as possible and that a smooth surface should be left to receive the graft.
A Stent mould is made of the over-large cavity thus produced, the eyelids being drawn gently together over it either by traction sutures or fine tissue hooks during the setting process which is hastened by a trickle of iced saline from a dental chip syringe. Careful attention should be given to filling out the fornices, and the Stent should be moulded into disc-shaped form.
Instead of the Stent mould I frequently employ in this situation hollow glass shapes made for me by Dr. Millauro. Although it is not altogether essential, but because disappointments have resulted from the too early extrusion of the mould in the after-treatment of these cases, the edges of the eyelids are usually freshened in their middle thirds at this stage in readiness for approximation by suture later.
It is a wise precaution to mark the mould in some convenient manner (as by scratching with a needle) to indicate its front surface and one or other of its extremities, for these moulds are almost symmetrical in shape, and these points are not always easy to recall when the mould has been removed and the graft applied.
When set, the mould is removed and dried and is then draped with the Thiersch graft, raw surface outwards, the junction line of graft edges being arranged to lie in front in line with the palpebral fissure.
If the graft is really an epidermal one and is amply large for the job, no difficulty will be experienced in spreading it over the mould. If it is thick and more nearly approaching the Wolfe graft in character (and, therefore, unsuitable for use in this region because it will almost certainly grow hairs) its edges will continually curl back and give endless trouble in spreading.
The graft-covered mould is inserted and the freshened portions of the eyelid margins are approximated by a running subcuticular suture. A mild pressure dressing of gauze or wool is applied over a piece of Tulle Gras and is retained in position by a crepe bandage.
Unless pain or tenderness to pressure over the dressing is experienced, the area is left undisturbed for a week when any discharge is gently mopped away and the eyelid suture is removed.
Gentle irrigation or mopping of the open parts of the palpebral fissure is carried out daily, and the region is kept covered by pad and bandage or eye shade.
The longer the mould can be retained, the more certain is it that a perfectly epithelialized cavity will be found when it is removed. It is for this reason that I frequently employ a glass shape in preference to a Stent mould, for the surface of the latter is liable to become macerated after a time and appears to produce a certain degree of irritation.
The patient leaves Hospital soon after the first dressing and continues to carryout the simple post-operative toilet himself, returning periodically for inspection. (1) Incision immediately outside eyelashes from canthus to canthus.
(2) All scar bands divided and eyelid brought into overcorrected position.
(3) Stent mould.
(4) Mould draped with skingraft.
(5) Graft and mould in position.
Commencement of fixation suturing.
(6) Sutures in position: eyelid everted over mould, It is likely to be used increasingly for the re-formation of a buccal sulcus in edentulous cases with excessive absorption of the alveolar bone in which the fitting of stable dentures is otherwise impossible. An example of the use of this method in a case of extreme retrognathism following trismus is illustrated in Fig. 8 Fig. I2 , where the left maxilla has been removed for growth. Had a simple half denture been prepared beforehand in this case, provided with clip fixation to the teeth on the right side, and with a projection to the left to support a Stent mould, the whole of the raw surface left by removal of the maxilla could have been readily epithelialized and all disfigurement prevented. Modification of the denture later would have built out the cheek in perfect form, and the necessity for the further operation now required would have been avoided.
In the absence of dental apparatus or when teeth are not available for the alternative method of fixation described above, moulds may be held in place, long enough to ensure satisfactory grafting, by suitably placed silkworm gut sutures.
To finish on the same note as that sounded at the beginning of these two articles, there is little or no excuse in surgery for the leaving of any raw surface for painful dressing, infection, and ultimate healing by contracted scar.
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